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Medicaid Reform: Items for Consideration

1. Medicaid resources should be applied to the most effective services, ideally those
evidence-based practices which also have proven to be cost-effective.

a. See the attached slides on the array of services for adults and children which
represents the necessary continuum of care.

b. Medicaid should pay for services that fall outside the traditional medical model.
Specifically, rehab services are cost effective for those whose illnesses are more
severe.

c. The parameters of a high quality mental health system are addressed in the
attached files from the 2009 Grading the States report. We can provide a full
copy of the report upon request.

2. Maintain the current statutory exemption from the preferred drug list for psychiatric
medications. Psychiatric medications are central to most treatment plans. An appropriate
range of medications must be available to patients based on their individual needs and
tolerances. A “one size fits all” system will result in costly consequences for individuals
and communities, See aftached issue paper on the Preferred Drug List.

a. Concerns about issues related to poly-pharmacy should be addressed through a
disease management model and through the adoption of systems for monitoring
prescribing patterns of individual providers,

610 SW 10™ Avenue * Suite 203 « PO Box 675 = Topeka, KS 66601
785-233-0755 = 785-233-4804 (FAX) = 800-539-2660
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A Report on America’s Health Care System for Adults with Serious Mental liness
About NAMIE - Grading the States 2006 - Your Local NAMI - Donate - FAQ

K. Crading the States 2009; A Reporl on America’s Health Care Sytem for Aduits with Serous Mental liness

Overview | State by State | Findings | Recommendations | Methodotopy | Full Report | Media | How You Can Help | Discuss
NAMI's Recommendations for States and ~ Mike Fivparick, NAMI Exeontive Director

the Federal Government

1. Increase Public Funding for Mental Health Care
Services

Where We're Failing

Consumer and Family Member Comments

5 W view phates from Grading the States
|

Adequate funding for mental health has long been a low priority for staies:

¢ Although Medicaid spending has increased, non-Medicaid state spending has not kept
pace.

« Growth in state mental health spending is slower than total growth in state government
expenditures.

« As the naticnal economic crisis worsens, many states are making-or considering-even
greater cuts to mental heakth services.

Taking Action

During difficult economic times, wise choices on spending must be made. Cuts to state mental
health services are unwise because they inevitably lead to greater costs in other areas. States
truly committed to investing in recovery should increase funding of public mentat health
services, while making sure that these funds are spent wisely on services that work.

In addition to state general funds, states across the country are finding creative and suecessful
ways to generate new revenies or reconfigure existing resources to increase funding for mentat
health services.

Institute Modest Tax Increases

« California’s Mental Health Services Act authorizes the state to levy a one percent fax on
annual personal income exceeding $1 miflion. Funds are used to develop and implement
innovative mental health services in the community.

+ Counties in Washington are authorized to impose a sales tax add-on of one-tenth of one
percent to fund new mental health, chemical dependency, or therapeutic court services at
the local level.

» States such as Arkansas, Florida, Kentucky, North Carolina, and South Carolina, among
others, are considering increases in taxes on cigarettes or alcohol (i.e., "sin taxes").
Revenues could be targeted to menial health funding, including smoking cessation
programs and other similar interventions.

Reallocate Resources

« Connecticut and Florida reinvest doltars from their criminal justice systems into
community based services, housing for ex-offenders (including those with serious mentat
illnesses), jail diversion, and mental health services,

« Kentucky finances an innovative jail mental health triage program through revenues
generated from court costs and fees.

Establish Dedicated Frusts

o Alaska established a trust in perpeluity to fund systems improvement and innovative
programs for people with mental ilinesses, The trust is financed through one million
acres of land managed by the state to generate income to help pay for a comprehensive,
integrated mental health program.

« Oregon created a housing trust fund for people with mental ilinesses through revenues
generated from the sale of a state hospital.

Continue to recommendation 2: Improve data colfection, outcomes measurement, and
accountability >>

file://C:\Documents and Settings\blangner\Local Settings\Temporary Internet Files\Content.... 3/7/2011




Grading the States 2009: A Report on America’s Health Care System for Adults with Seri... Page 2 of 2

"Recovery is regaining or developing the abilities one needs to reclaim a constructive place in

society in spite of being diagnosed with a severe and persistent mental illness."
;‘l‘ i Prinl this ‘fDl! X Savelo ‘E

Join the National Alliance or Mental Iliness Donate Advocate for Mentat Health Reform

NAMIWalks NAMi.org

Copyright © 2009. National Alliance on Mental Iliness. NAMI - 2107 Wilson Blvd. - Suite 300 - Arlington, VA 22201-3042 - (703) 524-7600 - contact us -
www NAMI or
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CHAPTER [}V

A Vision for
Transforming State
Public Mental
Health Systems

n 2003, the presidential New Freedom Commission described mental health

care in the United States as a “system in shambles,” in need of fundamental
transformation.! Three years later, in another major report, the National Academy of
Sciences' Institute of Medicine {IOM) proposed a major overhaul of cur behavioral
health care system, calling it “untimely, inefficient, inequitable, and at times unsafe.”
These findings built on the U.S. Surgeon General's landmark 1999 Report on Mental
Health.? Yet despite these repeated calls for reform, the prospects for people with se-
rious mental ilinesses in this country remain bleak *

! New Freedom Commission on Mental Health, Achieving the Premise; Transforming Mentel Health Care in
America: Final Report {Rockville, MD: DHHS Publication No. 5MA-03-3832, 2003). Available at
http/fwww mentalhealthcommission. gov/. These findings echo earlier assessments of the nation’s public
mental health sysiem including the work of Dorothea Dix in the 1800s, Albert Deutsch in the 1940s, and
E. Fuller Torrey in the 1980s and 19%0s.

2 National Academy of Sciences Institute of Medicine (10M), Improving the Quality of Health Care for Mental
and Substance-Use Conditions: Quality Chasm Series, Committee on Crassing the Quality Chasm: Adaptation
Mental Health and Addictive Disorders (Washington, DC: The National Academies Press, 2006). Available at
httpi/wenw. iom.edw/CMS/3869/19405/30836.aspx, “Behavioral health” is a term thas encompasses the di-
agnosis and treatment of both mental illnesses and/or substance abuse disorders.

3 U.S. Department of Health and Human Services, Mental Health: A Report of the Surgeon General (Rockville,
MD: U5, Deparment of Health and Human Services, Subsiance Abuse and Mental Health Services
Administration, Center for Mental Health Services, National Instilutes of Health, National Institute of Mental
Healh, 1999). Available ot hitp://mentalhealth samhsa.goviemhs/surgeongeneral/surgeongeneralept.asp,

* NAMI idemifies as a priority population those persons ol all ages who have serious men:al ilinesses includ-
ing schizophrenis, schizoaffective disorder, bipolar disorder, major depressive disorder, obsessive-compul-
sive disorder, panic and other severe anxiety disosders, borderine personality disorder, post-traumatic stress
disorder (PTSD}, autism and pervasive develepmental disorders, and attention deficivhyperactivity disorder.
These disorders represent the major mental disorders that current scientific da and consensus conclude are
ientifiable, disabling medical illnesses, with significant biological underpinnings, and requiring treatment.
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The nation can sit idly no longer, It is time to break
down the barriers in government that have led 1o the
abandonment of people with serious mental illness; and
to undo years of bad policies that have increased the bur-
dens on emergency rooms, the criminal justice system,
families, and others who have been left to respond to peo-
ple in crisis. We must invest adequate resources in men-
tal health services that work and finally end the pervasive
fragmentation in America’s sysiem of care.

A transformed mental health system would be com-
prehensive, built on solid scientific evidence, focused on
wellness and recovery, and centered around people liv-
ing with mental illnesses and their families. It would be
inclusive, reaching underserved areas and neglected com-
munities, and fully integrated into the nation’s broader
health care system.

A transformed system will require new attitudes and
new investment, To reach this goal, we need vision and
political will—on Capitol Hill, in state legislatures, and in
communities across America. The good news: we know
now what is necessary to create the mental health care
system we want to see. Building on NAMTI's 2006 Grading
the States veport, this 2009 edition identifies the pillars of
a high-quality system, provides an unvarnished assess-
ment of where we are——state-by-state and as a natien—
and identifies specific recommendations to guide the field
towards the vision,

10 Pillars of a High-Quality State
Mental Health System

As a nation, and as a mental health community, our
knowledge base about mental illness is uneven. We
know far less than we should about the causes and
courses of mental illnesses. On the other hand, we know
a lot about the staggering consequences—Ior the indi-
vidual, for families, and for society-—of untreated men-
tal illness. We know that we provide treatments and
services too late, and that too few people get the help
they need to experience recovery. We also know that in
order to deliver effective treatments to the many people
who reed them, public mental health service systems
need to change dramatically.

Based on what we know, derived from 30 years
of research and work in the field, NAMI understands
what a successful mental health system must include.
NAMI believes deeply that a transformed mental health

system has the following very specific characteristics.
It is:

. Comprehensive;

. Integrated;

. Adeguately funded,

Focused on wellness and recovery;

. Safe and respectful;

. Accessible;

. Culturally competent;

. Consumer-centered and consumer- and family-

driven;
9. Well-staffed and trained; and
10. Transparent and accountable,

These are the 10 pillars of a high-quality mental
health system. Following is a brief discussion of each
one—why it is critical and where things stand (a more de-
tailed, state-by-state analysis can be found in Chapter 5).
The sections below also provide some strategies states can
pursue to begin addressing the challenges in each area.

1. Providing Comprehensive Services
and Supports

Today, having a serious mental illness need no longer
mean a lifetime of suffering or dependency. Indeed, many
peopie living with mental illnesses, and their families,
often describe themselves as being in “recovery,” mean-
ing they are, or are working toward, living independently
in a commumity of their choice, while striving to achieve
their full potential.> For many, this goal is realistic if the
right services and supports are in place, Throughout this
report, we include direct quotes about recovery from peo-
ple living with serious mental illnesses and their family
members,

* This definition was developed at a National Consensus Conference on
Mental Health Recovery and Mental Health Systems Transformation on
December 16-17, 2004. As part of this conference, a series of technical
papers and reports were commissioned examiring topics such as recov-
ery across the lifespan, definitions of recovery, recovery in cultural con-
texts, the intersection of mental health and addictions recovery, and the
application of recovery at individual, family, community, provider, or-
ganizational, and systems levels. Substance Abuse and Mental Heaith
Services Administration’s (SAMHSA) WNational Mentai Heaith
information Center: Center fer Mental Health Services, National
Consensus Statement on Mental Health Recovery (Washington, DC: US,
Department of Health and Human Services, 2004). Available as
hitpfmentalhealth.samhsa. gov/publications/allpubs/sma05-4129/.




A VISION FOR TRANSFORMING STATE PUBLIC MENTAL HEALTH SYSTEMS 3

Every mental health system must have carefully bal-
anced and adequate levels of care. The service continuum
includes state hospitais, short-term acute inpatient and
intermediate care facilities, crisis services, outpatient and
community-based services, and independent living op-
tions. The exact mix and intensity of necessary services
will vary from one person to another, and even for the
same person, over time. A truly comprehensive mental
health system must offer, regardless of ability to pay, serv-
ices such as:

8 Access to prescribers and medications;

m Acute and long-term care treatment;

& Alffordable and supportive housing;

8 Assertive Community Treatment (ACT);

# Consumer education and ilness self-management;
@ Crisis intervention and stabilization services;
8 Family education;

| Integrated treatment of co-occurring disorders;
B Jail diversion;

B Peer services and supports; and

8 Supported employment.

This Hst is not exhaustive. A comprehensive system
would also include screening, assessment, and diagno-
sis; a wide range of diagnostic-specific therapies {(e.g.,
Diatectical Behavior Therapy for borderline personality
disorder); case management; psychosocial rehabilita-

tion; certified clubhouses; drop-in centers; supported

education, and many other critical services and sup-
ports. The list will grow and change as new scientific ev-
idence identifies emerging, promising, and best prac-
tices. Brief descriptions of the service components listed
above are found in a textbox towards the end of this
chapeer.

Services Should Be Evidence-Based

State mental health systems and other state agencies must
ensure that the services and supports they deliver are ¢f-
fective. Treatments and approaches with proven effective-
ness are growing and must be made available in every
community that needs them, replacing outdated and less
effective alternatives {(see textbox on “Bridging Research
and Practice™).

More research must be “Recovery means that my
conducted so that “promising )
practices” and treatments can mental illness is a part of my
be developed for sub-groups
of people thar lack well-estab-
lished, effective approaches,

As the lead federal agency for transformation initiatives

life instead of the focus.”

- Consumer from Montana

that have flowed from the New Freedom Commission,
the Substance Abuse and Mental Health Services
Administration (SAMHSA} has played an important role
in disseminating national guidelines and “implementa-
tion resource kits” for proven evidence-based practices
{EBPs) such as ACT, supported employment, and inte-

'__:mtended resutts) These mctucie '

'.'l_l The federai Agency for Heafthcare Research and Quai:ty (AHRQ):

' hﬁp //www ahrq. gev/climc/epemdex htm#psychlat!y

prac _guude cfm

E_II The Amencan Psychctegleal Assec:atmn.s Commlitee fcrthe i
Advencement cf Prcfess:onai Pract:ce s {(CAPP) Task Force en

Seneus Mentai iilness and Severe Emonenai Dlsturbaace
(TFSMI/SED) http o/ 1o, apa org/ pract{ce/gnd htm
'i_l The Centre for Evidence-Based Menzai Health (CEBMH}
' http //www cebmh ccm/ '

o) :Many non prcr torgamzat:ons and gevemment agenc;es are helpmg
dussemmate up -t0- date mfcfmatmn about ev:dence—based pracUces _
{le., these that have been proven to ccns;stently produce speclf e, -

u Th_e Amencan Psychtatnc Association (A?A) PracUce Guz'd'elmes”; _
S can be fcund at: http //www psych.o g/psych_praci,/ireatg/pg/ A

: I The Ccchrane Ccllaboratlcn: hap //www cechrane crg it
‘m The Natfenai Gu&deime Cleaﬂegheuse. Daagncstac, assessment i
o 'and treatment gmdeimes can be loun(i at http //gundelane,gev
-'_’__l_'-The Substance Abuse and Mental Health Services Admmlstratlcn R
- (SAMHSA). Emdence«Based Pracuces implementat:cn Web ssle. o

“* hitp://ebp. netwerkcfcafe.crg. Evuience Based Practuce (EBP}
”'Impfementa&cn Resource ths http //memashealm samhsa gcv/ ;
. _cmhs/CcmmumtySuppcr!/toolk;ts/ ;and Netlonal Reglstry of
-__Ewdence—Based Programs and Practtces (NREPP): W, mepp B
m e Techmcal Assistance Cellaboratwe (rAC) and the Amencan
L "_-_Cciiege of Mentai Heaith Admlmstraticn (ACMHA) A step by—
R step manua! Turnfng Knowfedge mto Practzce AManuaI for
" Behavioral Hea!th Admmfstratcrs and Pracntfone:s About S
o 'Understandmg and Imp!emennng Ewdence Based Pracnces (Fatl L
' -5'12003), can be found at http //wwwtacmc org/ Pubs/TKIP htm
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grated dual diagnosis trearment (IDDT). SAMHSA has Finding the Right Balance

also awarded Transformation State Incentive Grants " i i . .
) . ) Establishing the right balance of high-quality services
{TSIGs) to nine states to accelerate improvements in Al ‘ )
: . . means avolding shortages on either end of the continuum
their mental health inlrastructure {e.g., inter-agency col- ) .
: of care. When a full spectruan of community-based services
laboration, technology use, and workforce develop- | . o
6 _ _ is not available, people languish in emergency rooms, hos-
ment).® Together, these are meaningtul first sieps, but

much more is needed pital beds, jails, and nursing homes, and those facilities be-
s .

come overcrowded. As one commentator succinctly noted:

The key to all this is a balance between adequate
inpatient slots and a robust set of community

¢ In October 2005, grants were awarded to Connecticut, Maryland, New
Mexico, Chio, Oklahorna, Texas, and Washington. In October 20086, two :
additional awards were made to Hawaii and Missouri. See hitp#mental services—a balance many states have had trou-
health.samhsa. govw/emhs/CommunitySupport/mentalhealth/ defaudi.asp, ble striking, especially as they cut or fail to fund

; it ns not uncommen for people wuth serious rnentai iilnesses to dis-. . in plece to help people wath senous mental mnesses adhere te the;r
-_conhnue thelr own treatment in particular, thenr use ef prescnbed 3 ;prescnbed t;eatment : :
.__’{med:catuons There are a number of reasons for thls EERE S :

. L : EAssertnfe Commum{y Treatment (ACT) Ae ev:dence based eut— : :'
--m hv neurologi
' ey @ e a e olog eai syndrome called Anosognessa that L ._reach -oriented, service defivery model usmg a24/7 muit: d:scnp -

leaves them unaware that they are ll, As many as 50 percent of S na clinical team approach, ACT rowdes com rehenswe lndwlde o
peopie with. schlzophrema are affected by this condition,-and it . nay pp pr p i .

"'fairzed communlty treatment (including substance abuse treatment o
~Is the most significant reason why peopie with :EInesses charac- i hous:ng and emplo ment Sipo 1) and.is particularny effective in
“terized by psycheszs refuse treatment; .. - " bloy bR P Y

- Their medlcatlons have uncomfenable or even debihtaﬂng snde i he!pang peopie Who are mes.t. a; fisk of faﬂzng.throagh the c:acks.of : .
. At -the mental heaim system. S :

eﬁects - s . . -
. They expenence lttﬁie or madequate symptom retlef : o PeerSuppert Peop!e who hve wnlh mentat lllness are often very ef- e
= They perceive stigna about having a mental illness; and/ or " fective in assisting or encouraging their peers to stick with treatment.
.l They have had negatwe expenences in the mental neaitn sys— S Programs emphasrz:ng seif- heEp and mutual suppori have gained i
1ern ranging from mdlf?erence and dlsrespect to abuswe and in- prominence in pubhc mental heaith systems ¢ and aneedotai ew- -} :;
: humane treatmem : : L deace suggests they should be studled further RS S

Motwatjonaf-Approaches - Bonewmg fmm the suceess'of motiva-

-_-i-.ZWhat AreThe Consequences?
. The eensequences of dlscentmum g ireatment can be devastann g, b _tmna! approaches used ie treat addlenons mental heaith onenten_--.-
T T L L L T i techmques are emergmg For example the LEAP (Llsten Emphesaze—

: mcludm unnecessa hosy ;tahzauons hemelessness, enm:ne! us- - -
_ £ ry P X 5 -Agree Partner} method has been shewn to bu;ld trust reduce cen-j =
: -ncemvelvement wctxm:zaﬂon, and sulc:de e S :

: _ S . ﬂ:ct and lead to ;)osmve eutcemes overl:me.“’ i

._.';What Can Be Done? i o Respectfui Treatment Enwronments Emrimnments in which peo- '
_’_Because of the very {eaE potentlal for harmful or tragtc eonse~_. ; p]e arg t{eated wnth respectand dlgnlty are importanttnforgmg tmst _
_*-quences memal hea!th systems shouid have a ;ange of strategies S

7 Mark Olfson etal,, “Awareness o[ Eilness and \‘on Adherence 10 Anllpsychom Medlcatmns.Among Persnns w:th Sduzop%zrema, Ps_ychmlrzc Sm ices 5? (2006} S
£ 205; and Ssefand Pini 2t al; "]nSIghi inio 11]!2855 m Schlzophrema Schizonffecuve storder and \iood Dlserders wztiz Psychouc Feau:res, Ammmnjoumaf of
““Psychiatry 158 (2001): 122, e
3 Astudy of individuals wzth severe memal llinesses m llu. Les Angeles coumy jml rev ealect Eh"lt 92 percem had a inslory oI non adherenee 1] psyc}natnc med- o
R 1cauons priot to arrest, H. Rxcharc[ Famb et al “Treatment Prospects for Persons with Severe Mental Hiness in an Urban Coumy }alI ” Psydunmc Seryices 58, "
".ne,6 (2007); 782, The Olfson ét al {2006) stud) ‘cited aimve also xevealed tkmt mdméuals wnh sch:zophrema w dlscon:mueci sy chlatm mecilcauons were :
- mare likely 1o be hospitalized. 7 - o
% Ingrid D. Goldstrom et al., ‘Nnuoaai Esumates Ior \iental Henllh \iutm[ Suppm‘t Groups. S_etf Help Orgamzauons and Consumer Operated Semces
> Administration and Policy in Mentat Health 33, no. 1 (2006): 92,0 By
¥ Christina Bruni, “An Interview with Xavier Amﬂdor Ph D SLIlkOphrema Connectwn com hupﬂwww heahhcemm} comfschlzoph:emafd120127693f mer— B

view: pam’pﬂ' (accessed onjammry 12, 2008) ST : : i . :
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.wh:eh then promotes adherence o treatment When positive, re- :_cates aod others about AOT Proponents assert that it is humane and

:speetful atotudes are conveyed by everyone from reeeptromsts to

'treatmeot professronals an mdw:dua! s expenenoe of treatment rs_

_ greatly mproved

ferences and/or authorize athers to aci on their behalf if they cannot
_make informed deersrons ooncernmg treatment. of their mental iii-

may be paﬂ of Irvsng w:lls or generai heaitheare advance drrecinres

Conservatorsmps and Guardaaoshrps AiE states have laws author
izing courts to eppo]nt an individual to make treatmem decisions for
--another individual who has been determined to lack capacity (i.e.,
'eompetenee} to.make those decisions, These legal tools for substi-

: tute decision- makmg are lime limited and Iast on!y as long as the

-person remams mcompetent

“Jife- savrog, whafe oppooents argue that itisan egreg:ous violation of
individual rrghts NAMI's pasition is that mental health systems
. __shooid strongly emphasize strategies that promote volunta:y partic-

Psyehramc Advanoe Drreetrves (PADS) PADs are iegei agreements . _.lpat:on, and use imroluntazy treatment as a 3ast resort

-through which people with mental illnesses can state treatment pref- ...

Forty two states ha\re Iaws au’thonzmg AOT Thoogh many rarely

_' use it, a few use it with regularity including lowa, New York, North
-- <‘Carolina, and Wisconsin. Legal criteria for using AOT are very nar-
. 11E8S: 'fwenty-t"ve states have laws authonzmg PADS in others, PADS. . -sowly defined in virtually all states, court orders are time limited, and
~individuals have the right to free legal representation, o present les-
~timony and witnesses on their own behalf, and to have therr cases

.'ponodroatly feviewed, among other rights.

- Sludies suggest that AGT can prociuce positive outcomes when

.;mpiemented properly. For examp!e it must be done in conjunction _
- with sufficient and proven community-based treatment services.

AT is not a solution for the inadequacies of the public mental

: S ' " health systero .if effective and humane community mental health
-ASstted Gutpatrent Treatment (AOT), or. fnvoluntary Outpatrent

Commitment — Assisted outpatient treatment laws authorize courts
to order cestain individuals 1o participate in community treatment. -

services were more widely avallabie, mvoluntary interventions woutd

-be less necessary. However experiences in states that use AOT sug-

-gest it is one tool that when used 3udrcrously, can make a posstwe

There are strong differences of opinion among mental heallh advo- .- :drﬁerenoe

the community services that might keep people ing comprehensive services and supports. From state to
out of inpatient beds—all the while cutting the

number of those beds.!!

state, service structures, and administrative and {financing
arrangements will be different. The age composition,
racefethnicity, and poverty level of the population also

Another important consideration and challenge isthat iy have o major impact on how services are selected and

many people with serious mental illnesses do not seek implemented. In the end, each state must find its own

treatmenit ot follow through with treatment plans. The con- recipe for success.
sequences of this can be devastating, from unrnecessary
hospitalizations or homelessness, to criminal justice in-

volverment, victimization, and even suicide. A number of

2. Integrating Multiple Systems

Mental health services and supports typically are deliv-

strategies designed to respond to these chaltenges are used
in many states, including: ACT, targeted peer supports,
specific motivational techniques, psychiatric advance di-
rectives (PADs), and Assisted Outpatient Treatment

ered by a wide range of providers working with different
funding streams and a variety of rules and regulations.

{ACT), also known as involuntary outpatient commitment. ¢, result,

State mental health systems must stand ready 1o bring a

in the words of the New Freedom

Commission, “locks more like a maze than a coordinated

range of supports and interventions to treatment non-ad- system of care.”'2 By contrast, a well-integrated system of

herence. For a more detailed discussion of this issue, see care would have:
texthox on “Non-Adherence to Treatment.”
Finally, identilying which combinations of interven-

tions work best in different locations is critical to provid-

12 New Freedam Comsmission on Mental Heahh, Interim Report of the
President’s New Freedsm Commission on Mental Health {Rockville, MD:
U.S. Depaniment of Health and Human Services, 2002), Available at
http/fwww. mentathealthcommission. gov/reports/interim_Report.kum.

" Rob Gurwitt, “Breakdown,” Governing 22, no. 1 (2008). Available at
http/Aswnw.governing.com/articles/08 10mental . him.
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# Funding streams that are blended (or braided} and
can be easily accessed by a range of programs;"?

Close collaboration among the full range of in-
volved agencies (e.g., housing, Medicaid, addic-
tions, criminal justice, vocational rehabilitation,
education);

B Seamless transitions, especiaily along frequently-
traveled paths such as from inpatient to outpatient
care, of from homeless shelters or prisons back into
the community;

B Accessibility {i.e., services that are “user-friendly"—
especially for those who may have limited physical
capacities); and

& Administrative and programmatic requirements
that are well-aligned and designed with cross-
agency coordination and integration in mind.

No single state agency has complete control over all
mental health services. However, because state mental
health agencies have fundamental responsibility for or-
ganizing and delivering mental health care, they must as-
sume primary responsibility for coordinating with other
agencies, even those over which they have limited control
{e.g., criminal justice, housing, employment, education,
and workforce development}. 1t is especially vital that
state mental health agencies coordinate with Medicaid,
given its large and growing importance in financing men-
tal health services.!*

3. Providing Adequate Funding

Finances—both available dollars and the sources of fund-
ing—drive service delivery and program design. Effective
mental health services, like other types of health services,

Y Funding streams are “blended” when money from multiple sources is
pocled together to pay for a given provider or service. A newer devel-
opment is “braided™ [unding, in which each stream is kept separate for
accounting and reporting purpeses, but they are combined to pay fora
package of services for a given individual.

1 Medicaid now accounts for over hall of all state mental health spend-
ing (and is projected to grow to as much as two-thirds by 2017), and
yet there has beer little systematic state-by-state analysis ol the effect of
Medicaid's growing influence on mental health service systems in terms
of policy, lunding, and data sharing. A preliminary examination of these
issues was sponsored by SAMHSA: see James Verdier et al,
Administration of Mental Health Services by Medicaid Agencies (Rockville,
MD: Departinent of Heaith and Human Services Publication No. SMA
07-4301, Substance Abuse and Mental Health Services Administration,
Center for Menzal Health Services, 2007). Available at hetp#/mental-
health samhsa.gov/publicaticns/allpubs/sma07-4301/,

require resoutces and a high-quality system of care, and
therefore cannot be achieved without adequate funding.

Analyses of public funding have shown that the fail-
ure to fund mental health services adequately results in
significantly greater funding being required in other sys-
tems, such as child welfare, jails and prisons, and emer-
gency rooms, to address the consequences of untreated
mental iliness.

Since few states put enough money into their public
menital health systems to ensure services for all—or even
most—of the people who need them, these systems must
routinely make decisions to preserve intensity of services
for fewer people or serve greater numbers by providing
fewer or less intensive services. Public mental health sys-
tems are also challenged because mental health care is
“countercyclical”—the need for state-provided services
rises during economic downturmns and other crises.

Funding for public mental health systems comes
from Medicaid and other sources such as state and local
general funds. Each plays an important role in the design
and delivery of services

THE ROLE OF MEDICAID

Medicaid, which provides federal matching
funds for every state dollar spent, pays for more
mentat health services than any other public or
private source. Medicaid covers mental health
services for {(among others) low-income individ-
uals who meet strict federal disability criteria. As
aresult, Medicaid is an important source of cov-
erage for many who live with serious mental ill-
nesses. In states that have expanded Medicaid
eligibility, more peopie with mental illnesses are
likely covered.

As a significant payer of services, Medicaid
has played a substantial role in shaping public
mental health systems.!* For example, Medicaid
dollars may not be used to pay for inpatient psy-
chiatric treazment for people aged 22 10 64 in fa-
cilities that primarily serve individuals with men-
tal Hlnesses. This Medicaid exclusion has helped
drive the trend to downsize or close state psychi-
atric hospitals.

The Medicaid program atlows states a great
deat of latitude in determining plan design. While
state Medicaid plans can include a range of im-

1> For an overview of Medicaid coverage of mental health services and
some of the key challenges in the program, see Cynthia Shirk, Medicaid
and Mental Health Services (Washingior, DC: Nattonal Health Policy
Forum, Background Paper No. 66, 2008}. Available at wwav.nhplory
pdfs_bp/BP66_Medicaid_& Mental Health_10-23-08 pdE.
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portant community-based mental health services
{such as case management, ACT, psychiatric re-
habilitation, peer supports, etc.), Medicaid-reim-
bursable services vary greatly from state to state
depending on what services states choose to have
covered by their plans. Because of differences in
available services and other program eftements,
people who rely on Medicaid for service coverage
can have very different experiences depending on
the state in which they live.

Unfortunately, current Medicaid require-
ments and burdensome processes can make it
difficult for states to bill and get adequately re-
imbursed for effective services, such as ACT and
peer supports. The U.S. Department of Heaith
and Human Services could help promote recov-
ery for people with mental illness by expediting
the Medicaid reimbursement process for all di-
rect and ancillary costs of evidence-based and
ermerging best practices in state Medicaid plans.
Given Medicaid’s prominent role in funding
services, mental health leaders should advocate
for a well-designed Medicaid plan with policies
and services that benefit persons living with se-
rious mental nesses.

THE ROLE OF NoN-MEDICAID
MenTAL HEALTH FUNDING

Non-Medicaid mental heahh funding, such as
state and local general funds, plays a vital role in
public mentat health systems, as it pays for most
state hospital care and provides a critical com-
munity safety net for persons in crisis or in need
of other care. These funds are used to serve per-
sons with serious mental illnesses who are not
insured, who have exhausted private coverage,
or who are not eligible or are awaiting eligibility
for Medicaid.

Because the Medicaid program is limited in
scope, non-Medicaid dollars provide important
services and supports that are either reimbursed
inadequately by Medicaid or not reimbursed at
all, Non-Medicaid dollars, when adequate, offer
the flexibility needed for comprehensive sup-
ports and, importantly, enable the development
of new and innovative programs that will be-
come the best practices of tomorrow.

Given the scarcity of resources for public mental
health services, it is particularly important thart state re-
imbursement policies and incentive structures support
those services proven or that show promise to promote
the health and well-being of individuals living with men-
tal illnesses. As a recent review of financing in the hehav-

toral health industry noted:

A staternent of values, a strategic plan, research
on evidence-based practices, and even regula-
tory efforts are critical, but they cannot over-
come the reality that what is paid for is what
will be provided. Frequently, what is paid for
well or easily, or with a high reimbursement
rate, will have more influence on which services
are provided and in what manner they are pro-
vided than the professional standards or the
nos-financial actions of system leaders and
stakeholders. 1

Much of the cost of care for persons living with seri-
ous mental Hnesses is shifted onto public systems when
private coverage is exhausted and when the private sec-
tor fails to provide equitable, timely, and effective mental
health treatment.

To minimize such cost shifts and promote earlier in-
tervention, state laws should ensure equal coverage (par-
ity) of mental health and substance use disorders in all
public and private health plans.'7 States should also en-
sure important patient protections such as requiring ad-
equate numbers of specialty providers, assuring timely
and appropriate access to care, and covering evidence-
based ineerventions for serious mental tlinesses.

4. Focusing on Wellness
and Recovery

Mental and physical wellness are strongly Hinked. Studies
have documented that individuals with serious mentat itl-
nesses have a higher risk of medical problems such as di-
abetes, hypertension, and heart disease, and die decades
younger (on average) than their counterparts in the gen-

eral population 1

' American College of Mental Health Administration (ACHMA)
Workgroup, “Financing Results and Value in Behavioral Health Services,”
Administration and Pelicy in Mental Health 31, no. 2 (2003): 83. Available
at www.acmha.org/publications/FinancingPaperFinal 3-16-03.pdf,

7 Mental health insurance “parity” means that insurance plans must treat
mental illnesses and medical and surgicak services equally in terms of an-
nual and lifetime lmits, co-payments, coinsurance requiremers, de-
ductibles, out-ol-pocket expenses, frequency of treatment, number ol vis-
its, days of coverage, or other limits on the scope and duration of treatment.
"% Joseph Parks e1 al. {eds.), Morbidity and Mortality in People with Serious
Mental Hilness {Alexandria, VA: National Association of State Mental
Health Program Directors (NASMHPD) Medical Directors Council,
2006). Available a1 hup//www.nasmhpd.org/general_files/ publica-
tions/med_directors_pubs/Technical%20Report%200n%20Morbidity
%20and%20Mortaility%20-%20Final 3% 2011-06.pdl.




“Recovery for ne means
having the ability to function
at the best possible level with
my mental illness in all areas
of my life—specifically in all
physical, social, mental, and

professional capacities.”
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Many factors contribute to this phenomenon, in-
cluding the side effects of many antipsychotic medica-
tions (e.g., obesity, insulin resistance, and hypertension),
the use of medications without adequate monitoring,
high rates of smoking, and reduced physical activity and
fitness levels among people with serious mental illnesses.
Having a mental illness can also undermine self-care and
the ability to follow treatments, including substance
abuse treatment,

There are also system-based reasons why people liv-
ing with serious mental illnesses suffer from poorer
health. For example, in mental health settings, general
medical problems are often under-treated because:

B Many of the clinictans and organizations
involved specialize in mental health care, and
coordination with general health care is
inadequate;

B The ability to measure and improve the quality of
care {e.g., by using electronic health records) is less
developed in mental health systems; and

# The mental health workforce often includes staff
without professional certification and/or who have

had minimal training.

At the same time, in primary care settings, mental
health problems often go undiagnosed, untreated, or
under-treated because a lack of training and ongoing
stigrma around mental illness mean medical providers
may not deliver proper care.
Moreover, despite the fact that
many people have both mental
iilnesses and substance use
disorders, major administra-
tive, financial, and operational
barriers still separate these two
care systems.

Given the proven links be-
tween physical and mental
health concerns and outcomes,

— Consumer from Alabama

these two parts of an individ-
ual's health must be addressed together. For people with
serious mental illnesses, access to effective substance
abuse treatment and health-promoting activities like ex-
ercise, smoking-cessation programs, and dietary educa-
tion are critically important,
High-quality health systems recognize these institu-
tional challenges and work to bridge the many gaps be-

tween mental health care, substance abuse treatment, and

primary medical care.

5. Creating Safe and Respectful
Treatment Environments

Tragically, many people with serious mental ilinesses
have had painful experiences with the treatment system:
they have been put into restraints or seclusion, coerced
into certain forms of treatment, suffered abuse or as-
sault, or generally had their concerns ignored. In some
parts of the couniry, inpatient psychiatric treatment fa-
cilities, community treatment centers, and residential
programs are unsafe and even dangerous. All of this un-
dermines trust and one's willingness to participate in fu-
ture treatment.

Just tike consumers of any health care service, peo-
ple with serious mental illnesses should be treated with
respect and dignity; they should be informed about their
medical conditions, consulted about treatment options,
and play an important role in planning for their recov-
ery. People with serious mental illnesses should also ex-
perience safe and respectful treatment environments
which, at a minimum;:

# Have well-trained staff and adequate staffing levels;
B Recognize that most clients have histortes of trauma,
and that forced interventions {which cause trauma
as well as re-traumatization) are to be avoided;!®

# Promptly investigate complaints of abuse and
neglect;

# Follow a policy of sharing the findings of any inves-
tigation with the individual and family involved;

& Take immediate action to remedy problems; and

B Investigate fully and report publicly on all
deaths, serious injuries, and incidents of abuse -

or neglect.

12 Trauma, in this context, refers to the personal experience of interper-
sonal viclence including sexual abuse, physical abuse, severe neglect,
loss, and/or the witnessing of violence, terrorism and/or disasters. See
the National Association of State Mental Health Program Directors
(NASMHPD), Position Statement on Services and Supports to Trauma
Survivers (Alexandria, VA: NASMHPD, 2004). Available at www.
nasmhpd.org/generat_[iles/position_statement/possimb . him; see also
Kevin Ann Huckshom, Trauma Informed Care: Training Curviculum for
Preventing Violence and Coercion, Reducing the Use of Seclusion and
Restraint: A Workforce Training Curviculum for Stare Mental Health
Ageneies (Alexandria, VA: NASMHPD Office of Technical Assistance,
2004).
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6. Providing Accessible Services

The onset and diagnosis of a meneal iliness is, at a mini-
mum, unsettling; more often, it is very traumatic. lt is ex-
tremely important that consumers and their family mem-
bers have quick and easy access to current and accurate
information about mental ilinesses, options for further
evaluation and diagnosis, treatment alternatives, and
local resources and supports.

State mental health agencies play a critical role in en-
suring this information is available, both electronically
and through other sources. Through the Internet, infor-
mation should be searchable on all state mental health
agency websites, and must quickly and easily connect in-
dividuals and families to mental health services in their
communities. Since not all Americans have access to on-
line information, mental health information must also be
made available in primary health care settings, over the
telephone, in schools, libraries, and through faith-based
and other community-based organizations. Multiple
forms of access are especially imporiant for traditionally
underserved groups and for people living in rural and
frontier communities.

7. Establishing Cultural Competence

As the Surgeon General said in the 2001 supplemental re-
port Mental Health: Culture, Race, and Ethnicity, culture—
beliefs, norrs, values, and language—play a key role in
how people think about and experience mental illness,
whether they seek help, the quality of the services they re-
ceive, and the kinds of treatments that may work best for
them. This report, as well as the New Freedom
Commission and 1OM reports referenced eartier, all have
documented that people from minority racial and ethnic
communities have less access te menial health services,
are less likely to receive these services, and often receive
a poorer quality of care once in treatment.

While each of these reports calls for better access to
high-quality mental health services for the underserved,
the New Freedom Commission specifically concludes

2 11.5, Depanment of Health and Human Services, Mental Health:
Culture, Race, and Ethnicity-A Supplement to Mental Health: A Report of the
Surgeon General (Rockville, MD: U.S, Department of Health and Human
Services, Substance Abuse and Mental Health Services Administration,
Center for Mental Health Services, 2001). Available at wwwv.surgeon-
general. govibrary/memathealth/cre/.

that providing culturally competent care is an effective
way to reduce disparities in treatment and outcomes.
Thus, mental health systems must provide care that is
sensitive and responsive to cul-
tural differences. This means
being aware of the impact of
culture and having the skills to
respond to a person’s unigue
cultural circumstances, includ-
ing his/her race and ethnicity,
national origin, ancestry, reli-
gion, age, gender, sexual orien-
tation, physical disabilities, or

— Family member from Arizona

specific family or community
values and customs.

A number of state mentat health systems have made
great strides in increasing their cultural competence,
using evidence-based practices to bring cultural aware-
ness to their workforce training, service delivery, written

materials, and other resources.

8. Building Consumer-Centered
and Consumer- and
Family-Driven Systems

Historically, people with serious mental illnesses have
had little input into the services they receive. Moreover,
their families’ views ofter have been discounted, even
thkough family members are often the primary caregivers.
Negative experiences with the treatment system ulti-
mately undermine trust and participation in treatment. A
mental health system that is truly consumer-centered and
consumer- and family-driven requires the meaningful in-
volvement of individuals and families in the design, im-
piementation, and evaluation of all services, Individual
needs and preferences should alse drive the type and mix
of services selected in individualized plans of care.

Many states and communities have tried to accom-
plish this by putting people with mental ilinesses and
their families in advisory roles. Advisory activities can
help individuals and families achieve a certain level of
empowerment. However, sometimes as “advisors,” their
teedback can be easity ignored. Individuals and family
members must be included on state Pharmacy and
Therapeutics (P&T) committees, monitoring teams au-
thorized to make unannounced visits in hospitals and

“In the world of mental
health, recovery doesn’t

mean getting healed of the

illness but being able to cope
in the world—holding a job,

having opportunities...”
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other treatment settings, and policy committees with real
decision-making authority. A more equal partnership be-
tween people with mental fllnesses and their family mem-
bers, mental health administrators, and service providers
is the goal,

Additional steps states should take to huild con-
sumer-centered mental health systems include: adopting
high standards for certifying peer support specialists; pro-
moting opportunities for individuals to get certified; and
ensuring that peer support specialists are paid well and
can be reimbursed through state Medicaid plans.
Increasing the number and variety of high-quality con-
sumer-run services also will help empower consumers
and their families,

9. Fielding an Adequate and Qualified
Mental Health Workforce

Across the country there is a critical shortage of qualified
mental health personnel—{rom psychiatrists and nurses,
to social workers and other direct service providers.
Recruitment, diversity, retention, training, education,
and performance are all falling short of what is needed.
As the Annapolis Coalition reported in its 2007 Action
Plan for Behavioral Health Workforce Development:

It is difficult to overstate the magnitude of the
workforce crisis in behavioral health. The vast
majority of resources dedicated to helping indi-
viduals with mental health and substance use
problems are human resources, estimated at
over 80 percent of all expenditures. {...] there is
substantial and alarming evidence that the cur-
rent workforce lacks adequate support to func-
tion effectively and is largely unable to deliver
care of proven effectiveness in partnership with
the people who need services. There is equally
compelling evidence of an anemic pipeline of
new recruits to meet the complex behavioral
health needs of the growing and increasingly di-
verse population in this country.

Without a well-trained and appropriately-sized
workforce, all efforts at mental health system transforma-
tion are likely to fail. To ensure there is an adequate sup-

* Michael A. Hoge et al., An Action Plan for Behavioral Health Workferce
Development: A Framework for Diseussion (Rockville, MD: Substance Abuse
and Mental Health Services Administration, U.S. Depariment of Health
and Human Services, 2007). Available al www.annapoliscoalition.org,

ply of qualified mental health personnel, state mental
health agencies must work with other organizations {e.g.,
universities and colleges, state and local workforce invest-

ment boards, state labor agencies) on initiatives such as:

# Fstablishing education subsidy and loan forgive-
ness programs fov students pursuing careers in
mental health;

# Prometing and providing training on the key skills
necessary for working with people who have seri-
ous mental illnesses;

B Providing on-going education: for mental heakth
service professionals and paraprofessionals; and

# Developing competitive salary and benefit structures

for employees working in mentat health services.

Finally, people living with mental illnesses and their
families are de facto members of the mental health work-
force, providing an enormous amount of sell-care, peer
support, and care for loved ones. In addition, they have a
unique capacity to educate the formal members of the
mentat health workforce about the experience of illness,
treatment, and recovery. Strengthening the ability of con-
sumers and families to assume care-giving and advocacy
roles is therefore critical, and can be accomplished by
providing them with education about illnesses; training
in self-management techniques; and strategies for navi-
gating systems of care, among other things.

10. Ensuring Transparency and
Public Accountability

A transformed mental health system must be both trans-
parent and accountable to the people it serves and to the
public at Jarge. [t therefore must be able to measure, an-
alyze, publicly report on, and improve the quality of care
iz delivers.

It is also critical that these measures and reports be
standardized across states, a process that requires federal
direction and leadership. The 10M recommended in
2006 that the U.S. Deparrment of Health and Human
Services? convene muliple stakeholders as part of a
National Quality Forum “for the purpose of reaching con-

2 This federal department oversees the Substance Abuse and Mental
Health Services Administration (SAMHSA), the National Institute of
Mental Health (NIMB), the Centers for Medicare & Medicaid Services
(CM5), and the Agency [or Healthcare Research and Quality (AHRQ).
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sensus on and implementing a common, continuously
improving set of mental health and substance-use health
care quality measures for providers, organizations, and
systems of care” (I10M, 2006, p. 14).

The IOM goes on to recommend that these measures
be analyzed and displayed “in formats understandable by
multiple audiences, including consumers, those report-
ing the measures, purchasers, and quality oversight or-
ganizations” (IOM, 2006, pp.14-15). The IOM also rec-
ommends that measures:

[...} include a set of mental health/substance
use “vital signs™ a brief set of indicators—
measurable at the patient level and suitable for
screening and early identification of problems
and illnesses and for repeated administration
during and following treatment—to monitor
symptoms and functional status. The indica-
tors should be accompanied by a specified
standardized approach for routine collection
and reporting as part of regular health care.
Instruments should be age- and culture-appro-
priate. (p.15}

The development of standardized, valid, and reli-
able person-level outcome measures 1o assess treatment
results is critical to tracking performance and quality
improvement in state public mental health systems.
Ideally, measures such as these will become available
and sexve as the foundation of future editions of Grading
the States.

New Challenges Ahead

In NAMT's view, these 10 elements are the piliars of a
transformed state public mental health system. The broad
values they represent work in different settings and will
remain relevant over time. As we look ahead, we also see
new challenges on the horizon:

Scientific Advances

We are witnessing a near revolution in basic neuroscience
that is challenging our understanding of mental wellness
and illness; redefining the boundaries between the fields
of neurology, psychiatry, and psychology: and pointing
the way to completely new interventions that promise to
prevent, treat, and even cure some mental disorders.
These new discoveries will shift the landscape of state-

and community-based mentat health services in ways we
can only begin to predice.??

Emerging Popuiations in Need

As wars in Iraq and Afghanistan continue, increasing
numbers of veterans, including members of the National
Guard, are returning with seri-
ous mental ilinesses that re-
quire substantial assistance for
them and their families as they
transition back home. This
emerging population of mental
health consumers will chal- N
lenge state mental health sys- unless I tell you.
tems in new and unpredictable
ways.

Also, as states and communities make real efforts to
increase their cultural competence, new poputations will
continue to enter the mental health system (racial/erhnic
minorities, non-English speaking individuals, people
with hearing impairments, people living in rural and
frontier areas, etc.). States must be prepared to meet the
needs of all these groups.

Technological Developments

Innovative technologies such as telemedicine, electronic
health records, computer-based clinical decision-support
systems, and computerized provider order entry (elec-
tronic prescribing systems) have the potential to greatly
improve access to high-quality mental health services.

The mental health care systern must be fully included
as a National Health Information Infrastructure (NHIID)
begins to take form. From the earliest stages of this new
initiative, the interests of mental health consumers must
be recognized. For example, consumers’ specific needs
around data and privacy standards and electronic health
records must be taken into account; and community and
regional mental health networks must be also integrated
within the larger NHIIL

3 Far a discussion of these issues, see Laudan Aron and Carl Zimmer,
The New Frontier: Neuroscience Advancements and Their Impact on
Nonprofit Behavioral Health Care Providers {Milwaukee, W1: Alliance for
Children and Families, 2003). Available at www.alliancel.org/home/
neuroscience_fulld6.pdf.

“Recovery means being
able to manage my illness
to the point that you don’t

know I'm schizophrenic

11

— Consumer from Texas
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Wmle advances in, menta! heaEih treatments (and the provrsmn

of comprehensive community- based supports) may reduce the num- . .90"3"’“3’ Educatron and ""3953 Self- Management

' '-.Iliness management and recovery programs educate peopie about
“their diagnoses and t_reatment options so they can make informed . -
.decisions and manage their ilinesses more effectively. These pro- -
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Access o Prescnbers and Medlcatrons

Medications—and someone 1o presenbe them—are an essenna! pert' %

of successful treatment. According to the National Institute of Mental

tion. In a high-guality mental health system, decisions about med-

ications are based on an mdwadual s needs and preferences and the

best avar]abie cisnrcal Judgment ...... ERISIECE

ber and length of inpatient hospitalizations for many people with se-
rlous mental jlinesses, it Is clear that there will always be a need for

these inpatient services. Acute care beds, group homes, and other

24-hour residential programs for people who require contrnuou_s care_:

on along- term basis must be avajlable at sufficient levels.

C o Yet, aorossthe_count_ry there are significant shortages. States seek- -

Eng to reduce costs by closing, consclidating, or reducing state hospi-

ciudrng quairty state hospltai settmgs

Affordable and Suppomve Heusmg

Many peaple with serious menta ;Elness have fimited incomes and -

need acecess to decent and affordable housing. Some also need

“supportive housing,” which combines affordable housing with sup- ﬁ

The Importance of Data

 port services sucn as JOb tralmng, irfe skrlls training, alconoE and drug . -
. abuse programs, and case management. The cornbmatron of hous-

-Ing and support work_s well for people wr!h_senous mental ;lln_esses .

Health, mdmduai patients need more, not fewer, chorces. " ‘whose housing is at risk and who have vety low incomes. Without

Unfortunately, in an aﬁempt to control presonptron drug oests many "
state Medicaid programs have adopted policies that limit access to -
psychiatric medications, especially newer “second-generation” or -
“atypical” antipsychotics. These policies include requiring prior au-. -
thorization, requiring or encouraging the use of generic medications,
imposing higher co-pays, limiting the monthly number of preserip- .
tions covered, requiring that enrollees fail on one medication before
another is prescnbed . fail-first” pol:cres) and develop;ng a pre- .
ferred drug fist {PDL) to promote the use of Jess expensive. dmgs. AII .
_of these can lead to poorer heaith outcomes (moludmg death), in- ;
creased emergency so0m visits, hospital care, and institutionaliza- -

supportive housing, many will enci up in{and often overwhelm) much e
higher-cost and less appropnate seftings like jae|s, hosp:lals, men-_ :
tal heelth far:tlrtres, and homeless snetters o

Assertrve Commumty Treatment (ACY) .

'Tne most studied and w:deiy used intervention for people with seri-

oos_mentai illnesses who require multiple services and highly inten-

" sive supports is known as Assertive Community Treatment {ACT). An

evidence-based, outreach-oriented, sewvice delivery model using a
24-hours-a-day/seven-days-a-week multi-disciplinary clinical team
approaoh ACT provrdes comprehenswe andwrduairzed communny

treatment (molud:ng substance abuse treatment nousrng and em-
ployment support) to individuals in thelr homes, at work, and inthe -~ - -
1o community, ACT teams consist ofa psyohratnst mentai health pro- - '
S fessionals, psychlatnc nurses peer specrairsis vocanone[ specral
_rsts substance abuse speorairsts and admmrstratnre suppon '

'gra_ms teach strategies for minimizing symptoms, p_reventing relapse, .
~~and using medication effectively, They alse cover topics such as . <
-building social supports, setting and aohrewng personai goals, and S
. gettrng needs met in the mental health system. R )
1al sevices are simply shifting the burden to other systems. Neither -
aursing homes nor unlicensed and unregulated board and care hames
are effective or appmpnate treatment options. instead states must
provide innovative, high- qnahty and aceesssbie ananent optrons in-
' ST forcement personnel take on this role, often wrth Intie or o training,
' By contrast, in high- qua_lrty ment_al health systems, cnsrs interven- - -
- tion and stabilization servi_ces are avallable around the clock, These .- ¢

':Crrsrs lnterventlon and Stablhzatron Ser\nces o
“The mental heaith care system fust be able to respond to people in

cnisis in a timely and oompassronate way. In many piaces, law.en-. i

include telephone crisis hotiines, suicide hotlines, consumer-run

~warm-lings, crisis counseling, crisis outreach teams, crisis _re__spéte_ .

care, crisis residential treatment services, and first responders spe-

NAMI stepped into this vaciun in 2006 with the
first Grading the States report, and remains committed 1o

A key component of the transformation agenda NAMlen-  racking progress towards our vision of a treatment sys-
visions is that decision-making be consistently driven by tem that is accessible, flexible, and promotes continuity
reliable data. We believe this will not only increase ac- of care, while paying for only those services that work.

countability but will improve results, However, little sys- This 2009 report takes an important step in that di-
tematic reporting—especially reporting that allows state- rection: it begins to track outcomes in addition to simply

by-state comparisons—has been available.

recording the availability of various services. For exam-
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o:aily trameti to deal w1th mental heatth emergencies in safe and ap»_
proprrate ways. such as th;ough the crr (Cnsrs !ntenrentron Team) _

pmgram

Family Educatlon

Family education programs are dessgned o educate famrly members
about the mental iliness of a loved one, and help them work effec-
tively with that family member, as well as with any professionals who
are involved, to prevent relapse and promote recovery. Through re-
tationship building, education, collaboration, problem solving, and
an atmosphere of hope and cooperation, family education heips
families and supporters leam new ways of managing mental iliness,
reduce tension and stress w;ihm the famuiy, and support eod enoour—
age each other

lowing, an amrest, these programs short-circuit the usual law enforce-

}_ment and crrmmal coort PIOCESSES. They have mutt:pte benefits, in-
* cluding improving public safety, reducing burdens on law enforce-
ment and corrections, and facshtatmg positive treatment outcomes
'for mdwrduais 2

Peer Semces and Peer—Run Services R 3
‘People living with serious mental ilinesses are a growing and impor-

tant part of the mental health workforce, They partner with mental
health professionals on teams that provide day-to-day services {e.g.,
in ACT or certifled clubhouses} and work on the design and admin-

__-i_s_ttation of many programs. They may also serve in executive Jead-
~ership positions. Peer-run programs, which are independent, au-

tonomous programs controlled by, and accountable io, mental

. health consumers themseives, are gaining in prominence. These pro-

Integrated Treatment of Co-occuning Disorders

Research shows that integrated approaches to treating people with
co-occurring mental iliness and substance abuse disorders produce
. better outcomes. The best known approach is integrated dual diag-
"nosis ireatment (IDDT), an evidence-based program that provides
treatment for both ilinesses at the same time and in one setting,

" Many states and communities understand that co- occumng disor- -
- Supported Employment L
' ““Supported employment” s an ewdenee based approach to help
"-ing people living with serfious mentat ilnesses find and keep com-
petitive employment. It encourages people to work within their com-.

-ders shouid be the expectatron not the exceptron

Jalt Dwersmn

One of the most visible aed tragrc mdlcators of how pooriy our men-
tal health care system is performing is the number of people with se-
rious mental illnesses in cur nation's jails and prisons. Many are
there for misdemeanaors or minor non-viclent felonies, yet their men-
tal liness may end up prolonging their stay. Jail diversion programs
{as well as mental health courts and reentry programs} bring to-
“gether the criminal justice and mental health systems {0 decrease
the incarceration of peaple with mental ilinesses. By linking people

with mental illnesses with appropriate services both prior to, and fol- -

' grams can serve many purpeses in a community including leading

advocacy or community education efforts; making drop-in centers,

“employment assistance programs, or recreation/ars programs avafl-

able; providing crsis prevention or respite services; cenducting

_homeless outreach or housing work; and offering peer-to- peer_ case

managereeet compamonsh:p, counsetmg, and support

munities and promotes successful work, social interaction, and

Jnclusion, In contrast to traditional vocational rehabilitation, which

generally beging with job training and moves to job placement when
the person is “job ready,” supported employment follows a “place

“and train® model that gives working pardicipants job coaching,

transportation, specaehzed Job tra:mng and contmuous foliow- :

' a!ong supports o

** A clubhouse is a structured rehabititation program focusing on developing vocational skills. Clubhouse participanis or “members” are involved in making
decisions and in the day-to-day operations of the clubhouse. Many clubhouses have paid staff members whe are people with serious mental illnesses. The
Iniernational Center for Clubhouse Development (ICCD} oversees cenification of clubhouses that {ollow the “Clubhouse Model” picneered by Fountain House

in New York City. See www.iccd.org for more information.

ple, whereas in the 2006 report we asked whether a state
had a program to reduce seclusion and restraints, this
time we asked for data on reductions in seclusion and re-
straints, and whether these data are shared regularly with
the public.

With this kind of information, NAMI can begin to as-
sess the actual quality of state mental health systems, and
determine their potentizl for improvement. We are also

able to make a number of specific, strategic recommenda-
tions. For example, while no one systermn, agency, or indi-
vidual is authorized to make all decisions about mental
health care, we {ind that ultimate ownership of—and ac-
countability for—results must be firmly lodged in a single
organization. NAMI believes the state mental health agency
and its commissioner should play that role. The full set of
NAMT's recommendations can be found in Chapter 4,
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Pethaps tmost important, the data in this report can
help build the political will that is desperately needed to
move the nation's mental health care system forward.
NAM! hopes it will drive governors, legislators, agency
directors, and other leaders to finally do what needs 10
be done.

Chapter 2 describes NAMI's approach to assessing
state mental health systems: why this is so important,
what data are needed to accurately measure a state’s per-
formance, and what data are currently available instead.
Chapter 2 also describes how NAMI used available data
to grade state public mental health service systems.




KANSAS MENTAL HEALTH COALITION

Speaking with one voice to meet the critical needs of people with mental illness

SAVE MONEY, IMPROVE LIVES:
PRESERVE OPEN ACCESS TO
MENTAL HEALTH PRESCRIPTION DRUGS

Background:

Kansas is noted for having among the best state statutes related to medication for mental health conditions,
KS 39-7,121 b. is lauded for specifically exempting mental health prescription drugs from prior authorization
or a preferred drug list. These mechantsms are structured to reduce utilization (and hence, ostensibly,
expense) by listing which drugs can be prescribed to patients, and/or by setting up administrative steps that
patients and/or their doctors must take to get the medication that works well for them. The lists, while
nominally based on clinical judgment, are generally based on cost, as the state expects to get its savings via
better pricing from the manufacturers. Comumonly, the more expensive drugs—usually the newer, better
tolerated ones, with less side effects and thus greater patient compliance—are more likely to be restricted.

Countless studies, and the experience of other states, has clearly and repeatedly demonstrated that preserving
full access to the complete range of medications used to treat mental health conditions saves money—=both in
Medicaid and in the State General Funds required to match it. Conversely, a plethora of data, across
numerous states, has shown that restricting access to these medications drives up costs, exponentially, For
example:

- Restricted access to medication through PDLs in Louisiana increased Medicaid costs 4.1%.
- When California forced patients with mental illness to switch to cheaper medication, it cost the state
$6,000-88,000 (per persony MORE due to increased hospitalizations.

The risk of increased hospitalization (with resultant higher costs) is not inconsequential, and generally is a
result of discontinuation of medication treatment, and relapse and decompensation, which can happen in as
little as a few days.

-One study demonstrated that implementation of 2 PDL produced 82% higher odds of treatment
discontinuation or noncompliance.

-Another study found that 22% of patients in a Medicare prescription drug benefit program

discontinued or temporatily stopped medication because of restricted coverage or management

issucs. Those patients were 8 times more likely to have an emergency room visit

-A California study of Medicaid patients with schizophrenia showed that discontinuation of

treatment for as little as 1 to 10 days, doubled the risk of hospitalization. (An 11-30 day gap tripled the
risk, and a gap greater than 30 days quadrupled the risk.)

Given that inpatient hospitalizatdon costs range from 3428 to $1,000 per person, per day, in Kansas, to
maintain open access is prudent fiscal policy. As an example, one week of hospitalization ($15,554) for a
person with schizophrenia made necessary by the psychotic break due to the unavailability of a PDL drug
costs as much as maintaining that person on a newer antipsychotic medication for one year ($15,000).
Institutional costs avoided by medication therapy are about $73,000 a year, per patient.

Moreover, a significant percentage of patients who discontinue medication and experience relapse end up in
jail or correctional settings, a cost of roughly $23,000 per year that is borne entirely by State General Funds.




For many mental health consumers, like patients with other chronic diseases, medication is a foundational
element of recovery, which helps the symptoms, makes the illness “manageable” and allows for optimal
functioning and quality of life. Access to the full range of medications, including the newest, most tolerable
and most effective, is a crucial component of successful treatment and recovery. Continuity is generally
essential to success in treatment, Continuity of medication is increased by preserving open access and results
in a 65% decrease in inpatient costs, a 55% decrease in emergency costs, and an overall savings of $166 per
patient, per month. These savings translate into recovery which enables children with mental illness to remain
in their homes, to attend school, and to graduate; adults to get and keep jobs, rent or purchase homes, pay
taxes, and contribute to their communities; and families to stay together and care for one another.

What is Being Done in Kansas?

Efforts were made in the last legislative session by the now-defunct Kansas Health Policy Authority amend
KS 39-7,121 in order to enable them to institute a Preferred Drug List. The legislature wisely rebuffed this
attempt.

Kansas has, in the past, been among a select and growing number of states that have instituted a Behavioral
Pharmacy Management System as a mechanism to both control costs and improve patient safety. ‘This
program, which targets providers who are prescribing unusually high numbers or dosages of medication, or
who otherwise are prescribing outside of best practice guidelines, was largely dismantled by KHPA in 2010.
‘This program has the ability to not only provide clinical education and guidance to assist physicians and
others prescribing medications for mental health, but the ability to also restrict prescribers who fail to explain
or change prescribing behavior. As such it has tremendous power to not only improve patient care, but also
to control increasing costs of medication Other states have saved as much as $7 million/year, by tobustly
using this program; when in effect in Kansas it saved $1.7 million/year) This program is available for
$500,000, 75 percent of which can be funded by federal Medicaid funds. The $125,000 state share need not
be new revenue. This amount is readily available through improved efficiencies that can result from e-
prescribing and maximizing generic drug rebates by KHPA/KDHE.

LEGISLATIVE CALL TO ACTION -

-Recognize that cutting prescription drug costs upfront won’t tesult in savings overall.
Savings from prescription medicine restrictions in 47 Medicaid programs nationwide

were offset by increased spending elsewhere in the system, particularly when it came

to physician services and inpatient hospital care.

- Instruct KHPA/KDHE to seek and secure federal Medicaid match funds to reinstate the
Behavioral Pharmacy Management Program. This will provide a means to control the overall
costs of mental health medications WITHOUT increasing costs in other parts of the Medicaid or SGF
budget

- Continue to support, and block any efforts to overturn or undercut KS 39-7,121 b.
This statute is the exemption for mental health prescription drugs from 2 prior authorization
or a preferred drug list, which protects patient’s rights to choice in treatment, enables
recovery and saves money,

Prepared by the Kansas Mental Health Coalition —
<. Speaking with one voice to meet the critical needs of pegple with mental illness
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